time after the publication of the NACNE report, this proportion had risen to 75% (143 out of a total of 192).Thankfully, most of these policy documents are similar, indeed many of them are, in their essentials, identical to each other since they have either been modelled closely on NACNE or have been based on those of other Districts which themselves have taken the lead from NACNE. The existence of a national food policy at that time of rapid innovation would, however, have greatly facilitated and unified the formulation of these local policies and would have made the establishment oflocal programmes to effect change a less haphazard affair. It might also, incidentally, have made the search for funds to evaluate these programmes in an objective and scientific fashion a much less daunting and frustrating experience. Apart from these effects, what other purposes could such a policy serve?
It is undeniable that confusion exists about some aspects of current dietary advice. The term 'goals', 'guidelines' and 'recommendations' are loosely used. though their meanings have been usefully clarified'. In addition, the details of specific dietary goals, the extent of medical and scientific agreement about them and the ways in which individuals can modify their eating so that these goals can be achieved (dietary guidelines) are, in some instances, confused in the minds of the public. Advice about fat, for example. is considerably more complicated than that for sugar or for dietary fibre and, as a consequence, is more often confused. The presence of this confusion considerably strengthens the case for a national policy, since a clearly expressed, authoritative and widely disseminated statement could serve to clarify some of the more complex and more easily misunderstood goals and guidelines.
The contention that we should wait until we are 'certain' about the links between food and health before we formulate a policy is not tenable. As with most public health issues, certainty is most unlikely to arise except with the benefit of hindsight, and the decision as to whether, at any time. we are sufficiently certain about something to consider action, is a matter of judgment. Where uncertainties exist. their nature can be stated as part of a policy document. An honest statement of what is reasonably well understood, what should be done about it and what is still to be learnt would serve an extremely useful purpose. At present, this information is available but is scattered in a multitude of reports -some widely read, some misunderstood, others largely ignored.
Of paramount importance, however, is the bringing together in a single document of the large number of activities in interconnected fields, which is necessary if lasting changes in the nation's eating habits are to be brought about. Educating the public about how to choose a healthy diet and providing essential and readily assimilated information about the constituents of the food they buy are the two most usually thought of. but they are not the only nor 0141 necessarily the most important strategies. Others, as for example discussed by Sanderson and Winkler", include pricing strategies to make healthier food choices more economically attractive, and additions to and revisions of food regulations to make them more appropriate to current views on food and health as well as being essential safeguards against food contamination and adulteration. No national food and nutrition policy can ignore questions of agricultural strategy, subsidies and policies for the import and export of foodstuffs. Norway, the first of a number of countries to introduce such a policy in recent years", did so with agricultural planning as one ofits major components.
It is tempting to fall back upon health education as a means of ensuring that members of the public make the 'right' choices according to their own free will. The public, it is often implied, requires merely to be educated in the right way in order to understand more about nutrition and discriminate more successfully in their food choices. Unfortunately, reality is not that simple and it is Iikely!" that this view represents an outmoded and largely inappropriate view of health education. Traditionally, health education has been directed at individuals, regarded as essentially free to choose and requiring merely to be provided with knowledge as a basis for selecting 'correct' behaviour. In reality, the provision of knowledge does not necessarily lead to desired changes in behaviour in any simple sense, and the pricing and availability of foods, the power of advertising and other social pressures determine choice just as strongly and severely as any supposed ignorance of the facts.
It is highly unlikely (though of course always a matter of opinion) that the introduction of a national food policy in the UK would be regarded as an unnecessary curtailment of freedom of choice. None of the countries that have adopted such policies has felt the need to report such a reaction, either in the scientific or the popular press. Besides, current public interest in healthy eating, the activities of some sectors of the food industry (who have already made changes in their products and their packaging) as well as those of Health Authorities mentioned above, demonstrate that there would be considerable support for a strong central government lead in this area. Such a favourable climate may not last long, and it would be unfortunate if the opportunity were lost to capitalize on such encouraging public awareness of the importance offood and health.
DR R Williams
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Epidemic slow infections in man
Aids (see footnote") and kuru are slow infections. They are both caused by viruses of types that were not known to infect humans before epidemics gradually unfolded. They first became manifest in communities in which aberrant social behaviour had become elaborate cults within minority groupscults which historically most societies have abhorred. The impact of the epidemics on the societies affected has been calamitous. Termination of the kuru epidemic followed rigorous control, by the state, of a single form of deviant social behaviour, but there is no equally simple option available to halt the spread of Aids. The concept of a slow infection, or slow virus disease, was originally postulated by SirgurdssonI in 1954. It is still helpful in comprehending the pathogenesis of these two diseases, and the unique threat any epidemic slow infection poses to humanity.
The essence of a slow virus disease is a prolonged asymptomatic incubation period of very variable length, during which the host is potentially, but persistently, infectious to others. Pathological changes accumulate imperceptibly, leading to major symptomatic pathology which does not remit and is eventually fatal. Underlying the process there is always profound dysfunction of the immunological response of the host, which enables the virus to persist and pathological changes to increase, slowly ·Acquired immune deficiency syndrome (AIDS), as defined by Centers for Disease Control, Atlanta, includes only a misleadingly limited range of the pathogenic manifestations of infection with the Aids virus (now known as the human immunodeficiency virus or HIV). Herein the term 'Aids' will be used to describe the disease caused by HIV infection.
